Summary
Introduction: In 2014, the health authorities of the Eastern Townships (Québec, Canada) commissioned an evaluation of the mental health admission system for adults (GASMA) to identify the best GASMA organizational or structural elements and optimize the mental health services continuum.
Methods:
To develop better services, seven indicators (ie, accessibility to services, integration of levels of services, user satisfaction, guidance and management time, evaluation tools, professional composition, and interprofessional collaboration) were examined through four evaluation questions. A three-step systematic and multisource evaluation was realized. A systematic review of the scientific and gray literature was performed. This evaluation also included key informant opinions to contextualize results from this review.
Results:
Results from 91 scientific articles, 40 gray literature documents, and 10 interviews highlighted determinants and barriers associated with the examined indicators. From these results, 24 preliminary recommendations were formulated and discussed in a steering committee. These
-------------------------------------------------------------------------------------------------------
This is an open access article under the terms of the Creative Commons Attribution License, which permits use, distribution and reproduction in any medium, provided the original work is properly cited.
| METHODS
A systematic and multisource three-stage evaluation design 2 was developed to tackle those questions ( Figure 1 ).
First, a systematic review of the literature was conducted. This review included quality assessment procedures. A qualitative stage was undertaken to add contextual and experiential data. Recommendations were finally produced using a four-step consultation procedure.
| Stage 1: Systematic review of the literature
The systematic review contains a review of the scientific and gray literature. The objective was to provide a comprehensive portrait of the structures elements that offer optimal adult mental health services and to identify documents that have not been published in peer-reviewed journals. A quality assessment of the scientific literature was conducted to qualify results according to the best evidence.
| Systematic review of the scientific literature
The systematic review of the scientific literature followed four stages (ie, identification of keywords, selection of studies, study and data extraction, and quality assessment).
| Identification of keywords
Two lists of keywords were used to identify the relevant literature ( Table 1 ). The first list of keywords (12 terms) was used to identify structures providing mental health services, whereas the second list (28 terms) served to discriminate the examined GASMA indicators.
| Selection of studies
A computer-based search was conducted during October 2014, using the Academic Search Complete, Francis, Érudit, MEDLINE, CINAHL, and PsycINFO. This search covered the years from 2009 to 2014.
| Study and data extraction
All keyword combinations (n = 165; Table 1 ) were cross-referenced in each database. The title and abstract of each search result were examined by the first author. The articles were filtered according to five inclusion criteria (i.e. article must be French or English, must deal with a structure providing mental health services, must target adults, must provide a context similar to the Eastern Townships, and must be related to one or more of the examined indicators).
The remaining references were identified and read before undergoing a second exclusion step (still made by the first author) based on the same inclusion criteria. Following this step, articles were assessed for their scientific quality.
FIGURE 1
The systematic and multisource evaluation design used in this study
| Quality assessment
As proposed by the Cochrane collaboration, retained articles underwent quality assessment as regards their methodological strength and the quality of their evidences. 3 This process of quality assessment allows for studies comparison and helps to put more emphasis on articles with better quality. 4 Because this systematic review contains different approaches (ie, quantitative, qualitative, and mixed methods) and types of publication (original research, reviews, and comments), four checklists were used to assess the quality of studies, namely, quantitative studies, qualitative studies, mixed methods, and reviews.
| Quantitative articles
The Timmer & colleagues 5 instrument was chosen. Although this tool was developed to evaluate the quality of abstracts, it was also used to assess articles. [6] [7] [8] It contains 19 requirements and an extra source of points. Two points were assigned for each requirement met, one point for each requirement partially met, and zero points for each requirement not met. Five points were also assigned based on study design and randomization. The maximum score per article was 43 points. However, all requirements were not applicable to all studies. Thus, for each requirement that failed to apply to a study, two points were subtracted from the total possible score (creating a new maximum score). To compare scores between articles, a ratio was calculated by dividing the score of the article by its maximum score. Quality scores range from 0 to 1, with scores approaching 1 deemed to be of higher quality.
| Qualitative articles
The National Institute for Health and Care Excellence 9 grid was chosen. It contains 13 dichotomous requirements evaluating six components (i.e. purpose, design, recruitment/data collection, analysis, results/interpretation, and involvement). A score of "++" was assigned to articles that met 11 or more requirements; a score of "+" was assigned to articles that met seven to 10 requirements; and a score of "−" was assigned to articles that met six or fewer requirements. 2.1.9 | Literature reviews
The AMSTAR 11 grid was chosen to evaluate compliance with 11 requirements. All requirements were not applicable to all reviews. Thus, for each requirement that failed to apply, one point was subtracted from the maximum score. To compare the scores, a ratio was calculated by dividing the score obtained by the maximum score.
| Other considerations
No quality assessment procedure was carried out for comments, book chapters, or case studies.
| Systematic review of the gray literature
Our systematic review of gray documents was divided into three stages (ie, identification of keywords, selection of studies, and study and data extraction).
| Identification of keywords
The keywords chosen were the same as those used in the systematic review of the scientific literature (Table 1) .
| Selection of studies
Keywords were combined in Google and Google Scholar. The links from the first three pages of results were examined for each combination of keywords 2.1.14 | Study and data extraction
Research, evaluation, or presentations containing relevant information were retained. This strategy was used until data saturation. A review of the content of health and social services websites completed this systematic review of the gray literature.
| Stage 2: Key informant opinions
In the second part of the evaluation process, 10 individual interviews with GASMA stakeholders were conducted (two administrators, one general practitioner [GP], one psychiatrist, four other mental health practitioners, one researcher, and one caregiver). Following these interviews, two members of the team independently listed all issues raised with respect to evaluation questions. These evaluators then compared the issues to create a single list. The objective of this second evaluation stage was to gather contextual and experiential data.
| Stage 3: Consultation
The last evaluation stage was a consultation step to coconstruct recommendations. Preliminary recommendations were developed and categorized using the strength of underlying scientific evidence. These preliminary recommendations were discussed by a steering committee. Using the committee's comments, enhanced recommendations were formulated. These recommendations were individually validated by each member of the steering committee prior to their finalization.
| Formulating and categorizing preliminary recommendations
Using data from all three knowledge corpuses (ie, scientific literature, gray literature, and experiential data), preliminary recommendations were formulated and categorized according the underlying evidence using an adaptation of the GRADE methodology, 12 to account for the use of nonquantitative studies.
| Discussion of preliminary recommendations in a steering committee
Preliminary recommendations were discussed in a steering committee made up of eight participants (ie, three administrators, one physician, one nurse, one social worker, and two evaluation experts). The objectives of this committee were to discuss acceptability and feasibility of preliminary recommendations.
| Elaborating enhanced recommendations
Following the steering committee's work, preliminary recommendations were weighted according to the comments received. The strength of a preliminary recommendation based on high-quality scientific evidence could be weighted downwards and vice versa based on its acceptability and feasibility. After completing the weighting, preliminary recommendations became enhanced recommendations.
| Validating enhanced recommendations
A series of one-on-one meetings with steering committee members served to validate enhanced recommendations.
After these consultations, enhanced recommendations became final recommendations. were rejected, and 91 scientific papers (list available on request) were selected for quality assessment purposes and for synthesis.
| Quality assessment results
Among retained quantitative studies (n = 35), one was assigned a quality score above 0.90, 13 were assigned a score between 0.80 and 0.89, eight were assigned a score between 0.70 and 0.79, and 6 were assigned a score between 0.60 and 0.69. Seven papers were assigned a quality score under 0.60. With regard to qualitative papers (n = 13), eight were assigned a quality score of ++, whereas others were assigned a quality score of +. With respect to mixed-method studies (n = 6), four were assigned a quality score under 0.70, whereas two were above this threshold.
For reviews (n = 9), one was assigned a quality score above 0.90, two between 0.80 and 0.89, one between 0.70 and 0.79, and one between 0.60 and 0.69, while the four remaining reviews were assigned a quality score under 0.60.
Finally, 28 papers were not assessed for their quality. These included case studies (n = 15), comments (n = 10), and book chapters (n = 3).
3.2 | Study extraction results for the systematic review of the gray literature websites that led to the same reference. Thus, 1644 unique gray documents were examined by a research assistant (ie, rapid review of titles and summaries) before selecting the relevant ones. This procedure resulted in 40 documents papers (list available on request) selected for the synthesis.
| Study extraction results for the key informant opinions stage
The second stage of the evaluative approach made it possible to draw up a comprehensive list of 29 contextual or experiential issues (available on request) related to the examined GASMA indicators.
| Results from systematic review and key informant opinions stage
Results from three knowledge corpuses (ie, scientific literature, gray literature, and experiential data) helped to identify several determinants and barriers associated with each GASMA indicator.
| Accessibility to services
Many determinants were identified ( Table 2 ). The availability of services 13 in the users' community [14] [15] [16] [17] [18] [19] [20] [21] [22] [23] 28, 37 and the possibility to choose a consultation date. 24 Other determinants included interprofessional collaboration, 31 practitioner training, 28 and quality of therapeutic relationships. 38 Cultural determinants were also important (ie, information for immigrants on websites, culturally tailored services, and presence of an interpreter 39 ).
The main barrier to accessibility was the lack of human and financial resources. [40] [41] [42] [43] [44] [45] [46] [47] [48] [49] A lack of private health insurance 40, 42, 47 was also observed, along with the stigmatization of mental health, 13 ,47 a lack of trust in physicians, 13 the sectorization of psychiatry, 47 the predominance of a biomedical health model, 45, 47, 50 and a lack of knowledge regarding the role of practitioners. 47 Language also formed a barrier among minority communities. 51 The experiential data added three specific barriers, namely, the existence of various entry points for the GASMA, a lack of knowledge of its existence by regional practitioners, and unsuitable services for users with complex needs.
| Service level integration
Access to a multidisciplinary team decreased the use of specialized services, 25, 28, 52, 53 as well as integrated structures involving patients and providers. 22, 26, 29, 32, 35, 50, [54] [55] [56] [57] [58] [59] [60] [61] [62] The presence of positive leaders, access to electronic medical records including both physical and mental health data, and the role of good workplace relationships were also observed. 63 Other determinants included knowledge of the user by the referent, 55 services in the community, 16, 17, 22, 34 the use of screening tools, 16, 50 unique entry point for the GASMA, standardized protocols, and the practitioner's authority to prescribe. 64 Proximity between the fields of medicine and psychology in universities 55 and the management of concurrent disorders 50 were also observed. Gray literature documents revealed the presence of a case manager, 65, 66 organizational structure, 67, 68 and interprofessional collaborations 69 acting as determinants to better service integration.
A lack of time and poor communication between practitioners are barriers services integration, 17, 45, 70 especially in rural areas. 71 Another barrier involved the diverse budgets allocated to mental health care, organized and managed in silos. 63 A lack of training in mental health among regional practitioners and the stigmatization of mental health were also barriers, 72 along with administrative tasks surrounding referrals to mental health services. 55 Experiential data also pointed toward three specific areas on the mental health services continuum where service integration is complex (ie, between public system and community organizations, in public system within general services, and in public system where general and specialized services intersect). Community organizations felt they were referring users to black boxes, whereas public system practitioners claimed that community organizations did not deliver enough support to users. Within the public system, mental health practitioners working in the GASMA cannot refer someone to specialized services without a medical reference. The integration of the primary mental health care and specialized services are physician dependent. However, physicians rarely use GASMA and when they do, they refer users to specialized services only if they live in the territory of their family medicine group. Failing this, users must use the emergency psychiatric services of the regional hospital. Finally, there are integration issues between general and specific services. Users must first go to the centralized access system for general psychosocial services. As part of the evaluation, they are screened for potential mental health problems. If mental health problems are suspected, they are oriented away from general psychosocial services to specific GASMA services. Practitioners reported some tensions between these service levels. Poor integration of services were also characteristic of users with multiple needs (ie, mental or physical health). In such cases, where intersectoral interventions were required, programs or directions tended to shift their responsibilities to another. A similar issue exists among users with more than one mental health need. Each need is considered separately rather than being integrated within one intervention.
| User satisfaction
Integrated structures, including services received in the community, 73 are associated with higher satisfaction. 28, 35, 36 The presence of nurses and psychologists is also linked with higher satisfaction, 29, 60, 74 as well as structures where users are able to choose their services. 75 The co-construction of interventions increases satisfaction and adherence to services, 76 such as when consultations provide sufficient time for users to talk with physicians. 77 A good interprofessional collaboration between GASMA practitioners is also a determinant of higher satisfaction. 78, 79 With respect to barriers to satisfaction, there is a consensus surrounding the time users must wait before accessing services. 80, 81 Experiential data reveals that having to repeat one's personal story throughout the mental health service continuum limits user satisfaction. All knowledge corpuses reveal a dissatisfaction because of a lack of diversity in mental health services.
| Guidance and management time
The training of GP was a core determinant of guidance and management in the mental health services continuum, 56 as were case complexity and the presence of integrated structures. 82 The management of concurrent disorders, 50 the presence of psychologists and nurses, 49, 83, 84 and a need for a preliminary screening service 81, 85, 86 were also identified. Alternate services and a directory of mental health practitioners were also needed to improve guidance and management time, 47 along with computerized case management, positive leaders, and the appropriate tools. 87, 88 Barriers to better guidance and management of services included fee for services, 50 a lack of human resources, difficult communication between service levels, and a lack of incentives for GPs. 82 
| Evaluation tools
Few assessment tools, such as questionnaires, for mental health problems and user needs have been identified. The majority of identified tools rather serve to detect the presence of specific disorders, while few serve to monitor symptoms during treatment. 73, 83, 89 It was noted that general screening tools assessing psychological distress or anxiety are more useful in GASMAs because specific disorders will be diagnosed in specialized services. However, these tools assessing the general state of users are not systematically used in GASMAs.
Although the gray literature indicates that it is difficult to assess all types of users, such as mental health needs for a dependency problem, [90] [91] [92] it seems that the systematic use of a general screening tool could optimize referrals to the appropriate services. 91 
| Professional composition
Many studies have discussed the composition of mental health GASMA teams. If GPs play a major role in these teams, they cannot managed all that is required. 49 This is why the use of nurses and psychologists has become widespread. 33, 34, 60, 62, 74, 93 Other practitioners were identified including psychiatrists, social workers, substance rehabilitation counsellors, occupational therapists, case managers, dieticians, midwives, caregivers, and administrators, but their impact was not assessed in the selected literature. 19, 22, 26, 35, 62, 87, [94] [95] [96] [97] The experiential data also revealed that a GP should be part of each GASMA. This data also suggests that practitioners must be identified and trained to replace GASMA practitioners during their absence, which is not always the case. Finally, more people should work on each GASMA because existing caregivers are overworked.
| Interprofessional collaboration
Studies discussed the essential collaboration between GPs and psychologists. 15, 18, 47, 71 A positive collaboration between these stakeholders helps increase the quality and speed of diagnoses, contributes to better working conditions, and increases psychologists' clientele. 31, 74, 83, 84 GP highlighted the role of nurses as an essential one. 23, 49, 60, 93 A good collaboration with GPs and nurses is important, along with collaboration between GPs and psychiatrists 98 or social workers. 50, 96 Some studies suggest that integrated structures help optimize interprofessional collaboration. 26, 62, 70, 99 About 45% of references to GASMA are from GPs working in family medicine group. 87 Once again, this highlights the importance of a good collaboration with GASMA practitioners. 88, 100 A need to strengthen the links between GPs in family medicine groups and GASMA practitioners is also suggested by the experiential data. Finally, studies conclude that good interprofessional collaboration facilitates user follow-ups and self-care.
78,79
| Results from the consultation stage
Using the evidence gathered in the knowledge corpuses, results were merged into 24 preliminary recommendations.
Such preliminary recommendations were categorized according to the strength and quality of the underlying evidence before being presented to the steering committee. Following this meeting, each preliminary recommendation was weighted downward or upward according to acceptability and feasibility. This weighting procedure resulted in enhanced recommendations, which were individually validated. This last evaluation stage helped formulate three final recommendations and various enabling conditions (Table 3) to optimize the GASMA and the regional mental health services continuum. 
| Enabling conditions
In order to develop this integrated GASMA, 12 enabling conditions were formulated under four subheadings (Table 3) . Understanding the GASMA and how it works is essential. An appropriate number of human resources is required. According to the Ministry of Health and Social Services, the number of full-time practitioners in GASMA should be 22 per 100 000 inhabitants, 1 but many populations do not meet this condition. Administrative assistants may help GASMA professionals perform more tasks related to assessment and referrals. Substitutes should be available to replace long-term absences. More on-call practitioners must be available. The lack of integration between service levels should be addressed. GPs should be able to directly refer users to specialized services, no matter where the user is from. Mechanisms to provide information to referents should be established, along with the harmonization of the GASMA practitioners' roles and mission, reviewed prioritization criteria, and strengthened decision-making power within psychosocial services. Finally, because the evidence highlights the importance of interprofessional collaboration and because referrals toward specialized services rely on the relationship between GASMA practitioners and physicians (ie, GP or psychiatrist), such collaborations are warranted.
| Recommendation #2: A service offer tailored to user needs
An alternative service offer tailored to user needs must complement the current offer centered on existing services.
Many indicators assessing the performance of GASMAs place too much emphasis on the amount of provided services, rather than on user satisfaction toward these services. 101 Although an optimal use of existing services is useful for public management of resources, this does not mean that all existing services take user needs into account. 102 
| Enabling conditions
Five enabling conditions are available under three subheadings (Table 3 ). Provided services must enable users to choose services that make sense to them. 69, 76 This service offer must take care of users' concurrent needs via cointervention mechanisms. An optimal service offer should directly respond to less-severe requests. Access to vulnerable people is fundamental because they often deal with more mental health issues. The use of the strength-based approach must be integrated within personalized services for those who do not respond (or respond less) to current services.
| Recommendation #3: Test the effectiveness of new methods, initiatives, and tools
Many results highlighted a need for new methods, initiatives, or tools to improve access to services, integration, user satisfaction and reduced guidance, and management time. The effectiveness of such methods, initiatives, and tools must be tested.
| Enabling conditions
Six enabling conditions were formulated under two components (Table 3) . First, the identified initiatives and methods to optimize GASMA should be implemented. Telehealth enhances access to services for remote populations and people living in an unfavourable conditions through pivotal stakeholders and case managers. Initiatives to support caregivers should be tested. Since a common dissatisfaction involved the repetition of personal stories, evolutionary tools should be developed, rather than repetitive grids. Electronic medical records with physical and mental health information, along with records of services already received, should be available. Tools to monitor symptoms during treatment could be useful. Finally, it is recommended that evaluation grids be standardized within a single GASMA.
| Strengths and limitations
This literature review has major strengths. First, it contains a systematic review of the scientific and gray literature within a systematic and multisource procedure, which was validated for evaluation purposes. 2 Second, the majority of included studies were of good or very good quality. Third, the qualitative stage of this review included experiential and contextual data, which add to the soundness of results. Finally, this review synthesized, and assessed the quality of, different research approaches (quantitative and qualitative) and categories of publication (original research and reviews).
This review has, nevertheless, limitations. First, only English and French articles were included. Other valuable documents are likely to have been published in other languages. Second, the quality of 27 scientific articles out of 91 was not assessed because no quality assessment tools exist for comments, book chapters, or case studies. Third, double checking of the study extraction procedure was not carried out. Fourth, no individual interviews were conducted with a person with a mental health problem (someone was appointed twice but has cancelled both times)
neither with community organizations. Finally, some recommendations were related to a macro-level context and were consequently difficult to implement.
To address the needs of regional mental health decision makers, four evaluation questions were formulated. One systematic review of the scientific and gray literature was conducted to identify structures providing adult mental health services. This systematic review helped identify 91 scientific articles and 40 documents of gray literature. An in-depth reading of this literature highlighted many determinants and barriers associated with seven GASMA indicators. A quality assessment process was undertaken to evaluate the quality and the strength of this evidence. Furthermore, 10 interviews were conducted to consider contextual and experiential data. After synthesizing all the results, 24 preliminary recommendations were formulated and discussed in a steering committee before being weighted and individually validated by each member of this committee. This consultation allowed to formulate three final recommendations to optimize the regional mental health services continuum in the Eastern Townships, Québec, Canada:
(1) a single and integrated GASMA, (2) an alternate service offer based on user needs rather than existing services, and (3) testing the effectiveness of new methods, initiatives, and tools.
